Discussion.-Pulmonary tuberculosis, in its orthodox senme, deserves serious consideration. The patient's age, the insidious onset, the almost symptomless pyrexia and the infiltration as seen in an initial X-ray film below the left clavicle all point to this diagnosis. This same infiltration, however, had practically disappeared in subsequent pictures when the hilar shadows were more definitely enlarged. There was no sputum and gastric aspiration revealed no tubercle bacilli. In addition, no improvement occurred after three weeks' treatment with streptomycin. More important still, is the fact that the Mantoux reactions in concentrations of 1 :100 have been repeatedly negative. Had this been tuberculous infiltration, one would have expected the tuberculin test to be strongly positive, even at the very first examination.
The reticuloses as a group cannot be easily excluded. The finding of infraclavicular infiltration prior to gross hilar enlargement is in their favour, as is also pyrexia of unknown origin. Against it is the absence of palpable glands and spleen, and especially the patient's very favourable progress. This leads to the diagnosis which receives most favour, i.e. sarcoidosis. However, this suggestion cannot be supported by biopsy evidence and, furthermore, sarcoidosis is at least an unusual cause of pyrexia of unknown origin.
In 300 instances of histologically proven cases of this disease in the American Army, W. Ricker and M. Clark (1949, Amer. J. Clin. Path., 19, 725) found a low-grade pyrexia in only 15 %. More often, i.e. in 14 out of their 22 autopsy cases, the patients had felt perfectly well and had died from accidental causes. In my patient the temperature reached over 1010 F. and fluctuated between 980 and 100°for sixteen weeks.
In spite of these possible objections, sarcoidosis is the probable diagnosis for several reasons. Most other diseases have been excluded. The radiological appearances are compatible with the diagnosis. Intolerance of calciferol has been met with in a high proportion of other cases of this disease. The tuberculin anergy is considered of high significance in a woman who has spent 26 years of her life in Bombay and the remaining 3 in London. And lastly the excellent progress leading to what appears to be a clinical recovery seems to agree well with other well-known examples of sarcoidosis. Second operation (September 7, 1950) .-Pre-operative arteriography: appearances unchanged ( Fig. 1 ). Wide exposure of femoro-popliteal trunk (A. K. Henry, 1945) . After meticulous hmmostasis Bazy clamps were placed on the artery above and below the obliteration and a Carrel clamp on the anastomotica magna. The artery was incised and a line of cleavage defined between the adventitia and external elastic limiting layer externally and the media, internal elastic limiting layer and intima with the contained thrombus internally (Fig. 3) . This plane of cleavage was developed to just beyond the upper and lower extremities of the obliteration after progressively extending the longitudinal incision in the arterial coats to the full length of the thrombosis (10 cm.). After transversely sectioning the internal arterial coats above and below the thrombus the endarterium was removed. Numerous collaterals bled rhythmically as the small plug of thrombus extending for a few millimetres into their lumen was avulsed. Bleeding from these vessels was controlled by passing temporary ligatures round them close to their junction with the main artery. The lumen of the disobliterated artery was restored by a single continuous suture of 5 x 0 black silk. After removal of the clamps one bleeding point was secured by a stitch. The wound was closed in layers with a drain at the upper end. Heparin was administered intravenously throughout the operation and applied locally during suture of the artery. The clotting time measured on a glass slide was thirty-five minutes during the phase of arterial suture. The administration of heparin was continued for thirty-six hours postoperatively so as to keep the clotting time at about fifteen minutes.
Post-operative progress uneventful. Result (October 13, 1950 ).-The patient is free from symptoms and has had no claudication since the endarteriectomy operation. The popliteal and posterior tibial pulses are palpable. Post-operative arteriography shows restoration of lumen and blood-flow through the affected segment (Fig. 2) . Specimen.-Endarterium 10 cm. in length. Numerous plaques of calcification are visible in the media which forms its outer layer. At one end the endarterium extends beyond the contained thrombus. The lumen is here seen lying open and lined by normal-looking intima (Fig. 4 ). Comment.-I am greatly indebted to Dr. Henri Reboul for much personal encouragement and invaluable advice. His film shown before the Clinical Section (March 1950) demonstrates with the utmost clarity every step of the operation. My own experience includes two further operations of disobliterative endarteriectomy. Segments of endarterium measuring 15 cm. and 22 cm. respectively were removed, with satisfactory clinical results. The case reported here is of particular interest in that it shows that disobliteration can abolish the symptom of intermittent claudication which was unaffected by lumbar sympathectomy. Long-term prognosis must, however, take account of the progressive nature and multiplicity of the lesions characteristic of obliterative endarteritis. I wish to thank Miss M. Shaw for the photographs.
